Objectives To validate a three-factor model for the Pediatric Symptom Checklist-17 (PSC-17) and evaluate its diagnostic accuracy with African-American and Caucasian children with and without a chronic illness. Methods Mothers of 723 youth diagnosed with either type I diabetes (n ¼ 210) or sickle cell disease (n ¼ 191) and a nonill peer group (n ¼ 322) completed a demographic questionnaire, the PSC-17, and the Child Behavior Checklist (CBCL). Results Confirmatory factor analyses and tests of measurement invariance validated a three-factor structure for the PSC-17 with African-American and Caucasian youth with and without a chronic illness. Receiver operating characteristic curves revealed optimal cut-off scores that are similar to published reports. Conclusions A three-factor solution was replicated for the PSC-17 with African-American and Caucasian children with and without a chronic illness. Cut-off scores for identifying children at risk for emotional/behavioral problems were evaluated using the CBCL as the gold standard and are discussed.
Introduction
While there are several models proposed to improve primary-care physicians' ability to identify children in need of mental health services (e.g., Goodfriend, Bryant, Livingood, & Goldhagen, 2006) , many pediatricians report being ill-equipped to address psychosocial issues (Olson et al., 2001) . Equally enlightening are the high rates (29-50%) of parents reporting in a national survey that their pediatricians do not inquire about mental health issues (Schor, 2007) . Physicians cite several barriers as reasons for neglecting to assess for psychosocial concerns, of which time constraints and lack of training are the most often cited (e.g., Olson et al., 2001; Schor, 2007) . In an attempt to overcome these obstacles, a quick practical screener-the Pediatric Symptom Checklist (PSC-35)-was developed and has been found to be psychometrically sound (Anderson et al., 1999; Murphy, Jellinek, & Milinsky, 1989; Navon, Nelson, Pagano, & Murphy, 2001; Stoppelbein et al., 2005; Walker, LaGrone, & Atkinson, 1989) .
While the PSC-35 is a valid and clinically useful screener, it can take up to 10 min to complete, which can still be too time-consuming for healthcare visits that reportedly average 18-22 min in length (Schor, 2007) . Gardner et al. (1999) subsequently developed a shorter 17-item version of the measure with essentially the same three broad clusters of symptoms that are reported for the PSC-35, including internalizing, externalizing, and attention problems (Anderson et al., 1999; Stoppelbein et al., 2005) . These factors have been found to show moderate to high sensitivity and specificity, and perform as well as other established measures including a diagnostic interview (Gardner, Lucas, Kolko, & Campo, 2007; Gardner et al., 1999) . The screener, however, was not effective in identifying children with anxiety disorders because of the limited number of anxiety-related items in the measure (Gardner et al., 2007) . Nevertheless, the three identified factors allow healthcare providers to identify more specific types of adjustment problems than indicated by the total problem score. Such specificity may further guide healthcare providers when referring patients for further evaluation and treatment (Gardner et al., 1999) .
It is important to note that research conducted to date on the PSC-17 has largely been limited to Caucasian children (Gardner et al., 1999) . There is only one known study that has evaluated the PSC-17 with African-American youth (Kostanecka et al., 2008) . Although this study builds on Gardner et al.'s (1999) work, it differs in a number of important ways. First, Kostanecka et al. administered the PSC-17 and evaluated its psychometric properties, whereas Gardner et al. administered the PSC-35 and then extracted items for the PSC-17 for evaluation. As suggested by Kostanecka et al. , the different order of the items and the presentation of additional items in the PSC-35 could have influenced respondents' responses in Gardner et al.'s study and hence, the results from factor analyses. Secondly, the fact that each study included only one racial/ethnic group precluded group comparisons on psychometric properties of the measures and limited generalizations to other racial/ ethnic groups. Kostanecka et al., who evaluated the PSC-17 with inner-city African-American youth, found support for Gardner et al.'s three-factor solution for the PSC-17 but items on the externalizing and attention problems factors cross-loaded on each other; thus, raising questions about the validity of these two factors with African-American youth. Comparing the measure's factor analytic structure with a sample of African-American and Caucasian youth in the same study would help address questions about the PSC-17's validity across racial/ethnic groups.
Hence, the goal of the present study was to validate the proposed factor structure for the PSC-17 with an ethnically/racially diverse sample consisting of both healthy youth and children diagnosed with a chronic illness. Youth with chronic diseases might yield a different factor structure than nonill peers because they could present with physical symptoms that resemble behavior problems (e.g., slower psychomotor speed, academic challenges, and frequent school absences), or because they face social challenges as a result of treatment demands (e.g., dietary restrictions) that can cause them psychosocial stress (LeBlanc, Goldsmith, & Patel, 2003) . Stoppelbein et al. (2005) , however, did not find differences between pediatric chronic illness groups for the PSC-35's factor structure, suggesting that the factor solution could be valid for children with and without chronic illnesses.
In summary, the PSC-17's three-factor structure published by Gardner et al. (1999) was evaluated in the present study among youth with or without a chronic illness to examine its application across pediatric populations. It was hypothesized that the three-factor solution would be supported with these youths because research conducted to date supports the three-factor model of the PSC-35 with pediatric populations (i.e., Stoppelbein et al., 2005) . Tests of differences in the fit of the model for ill and nonill ethnic minority youth and their Caucasian counterparts were also conducted because Kostanecka et al.'s (2008) findings with inner-city African-American youth raises questions about the application of the model with ethnic minority populations (Kostanecka et al., 2008) ; however, a priori hypotheses are not proposed because of the paucity of research on possible ethnic/racial differences. A second goal of the study was to evaluate the diagnostic accuracy of the PSC-17's total problem score and individual factors when using the Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001) as the gold standard. Wren, Bridge, and Birmaher (2004) have specifically noted the need for further research validating the cut-off scores for the individual factors. Such information could be clinically relevant to healthcare providers screening for mental health concerns in pediatric settings including tertiary care clinics because children with chronic illnesses are 2-2.4 times more likely to develop diagnosable psychiatric and behavioral disorders compared to their healthy peers (LeBlanc et al., 2003) .
Methods Participants
Participants (N ¼ 723) included mothers of 210 youth diagnosed with type 1 diabetes (T1DM), 191 with sickle cell disease (SCD), and 322 without a chronic illness. Youths with T1DM or SCD were recruited because these medical conditions are among the leading pediatric diseases reportedly linked to psychosocial limitations (Newacheck & Taylor, 2002) . Participants ranged from 6 to 16 years of age with a mean age of 11.39 years (SD ¼ 3.01). Half the children were male (50%); 62% were Non-Hispanic Caucasian; 35% were Non-Hispanic African-American, and 3% were ''Other.'' Median income for the sample was in the $21,000-50,000 range. Inclusion criteria for the sample included children ranging from 6 to 16 years of age. This age range was selected so that the findings could be compared to other studies examining the PSC-17's factor structure (Gardner et al., 1999) . Exclusion criteria for the children with chronic illnesses included diagnoses of additional chronic illnesses or developmental delays to control for the confound of multiple debilitating physical problems and stressors. Exclusion criteria for the nonill group included any history of developmental delays or chronic illnesses.
Procedure
After obtaining Institutional Review Board approval, research assistants invited parents of consecutive pediatric patients attending routine outpatient medical appointments for T1DM, SCD, or their annual well-child check up at a university-affiliated pediatric clinic to participate in the study. Mothers were informed that participation was voluntary and would have no bearing on their child's medical service. Four parents (two from illness and two from nonillness group) declined participation, citing lack of interest. Participants who provided written informed consent completed the PSC-17, the CBCL, and a demographic questionnaire while waiting for their child's medical appointment. Participation time was 20-30 min. A random subsample of participants from the chronic illness (40%) and nonillness (43%) groups were contacted by phone 4 weeks later to complete the PSC-17 again. Participants in the phone assessment did not differ significantly from those who did not participate in the follow-up on child's age coded by a random number to ensure the confidentiality of the participants' responses, and no incentives were provided for participation.
Measures
Demographic Questionnaire Parents completed a brief demographic questionnaire that included questions about the child's age, gender, race/ethnicity, chronic illness, parental age, as well as the parents' marital status, educational level, and income.
Pediatric Symptom Checklist-17 (PSC-17)
The PSC-17 is a 17-item questionnaire designed to screen for behavioral and emotional adjustment in children and adolescents (Gardner et al., 1999) . Parents rated on a 3-point scale how often (0 ¼ never, 1 ¼ sometimes, 2 ¼ often) their child exhibited a list of behavioral symptoms. Total problem scores can range from 0 to 34. Psychometric evaluations have revealed internal consistency ranging from .67 (Borowsky, Mozayeny, & Ireland, 2003) to .89 (Gardner et al., 1999) . The checklist also correlates significantly with other measures of psychosocial impairment (Gardner et al., 1999; Gardner et al., 2007) .
CBCL for Ages 6-18 years
The CBCL is a parent-report measure of emotional and behavioral problems for children ranging from 6 to 18 years of age (Achenbach & Rescorla, 2001) . Respondents rate on a 3-point scale (0 ¼ not true, 1 ¼ somewhat/sometimes true, 2 ¼ very/very often true) how true each item is for their child. The measure provides six scales based on the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; American Psychiatric Association, 2000) including affective problems, anxiety problems, somatic problems, attention problems, oppositional defiant problems, and conduct problems. Only the affective problems, conduct problems, and attention problems scales were used in the present study to compare to the internalizing, externalizing, and attention problems factors that have been extracted for the PSC-17 (Gardner et al., 1999) . These CBCL subscales have demonstrated good reliability with internal consistency estimates ranging from .84 to .93, test-retest reliability estimates over a 1 year period ranging from .65 to .80, and good criterion-related validity as well as sensitivity and specificity (Achenbach & Rescorla, 2001) . Consistent with previous research, internal consistency for the present sample was adequate to good across the scales (a's ¼ .74-.82).
Data Analyses
All analyses were performed using SAS 9.22 (SAS Institute, 2008) . ANOVAs and chi-square tests were performed to examine differences across the three groups (i.e., T1DM, SCD, and nonill group) on demographic and psychosocial variables. A Sidak's correction was used to reduce the risk of type I error resulting from the large sample size and the number of tests performed; hence, statistics in which p .003 were considered statistically significant. Next, confirmatory factor analyses (CFAs) with the total sample were performed to evaluate model fit using weighted least-squares (WLS) estimation methods to account for non-normality in the data. In SAS 9.22, WLS estimation makes no distributional assumptions and estimates the degree of skewness and kurtosis in the data (SAS Institute, 2008) . The one-, two-, and three-factor structures proposed by Gardner et al. (1999) were evaluated, and the best fitting factor structure was retained. Model fit was evaluated using four fit indices including w 2 , comparative fit index (CFI), the root mean square error of approximation (RMSEA), and the standardized root mean square residual (SRMSR). A model is considered a good fit when w 2 /df 2.0, CFI ! .95, RMSEA .06, and SRMSR .08 (Hu & Bentler, 1999; Russell, 2002; Tabachnick & Fidell, 2001) . After identification of the best-fitting factor structure was determined, measurement invariance across the four racial/ethnic (i.e., African-American and Caucasian) Â illness (i.e., chronically ill and nonill) groups was evaluated using the process suggested by Gregorich (2006) to determine if the PSC-17 assessed symptomatology in a comparable way across these four groups (i.e., African-American ill youth, African-American nonill youth, Caucasian ill youth, and Caucasian nonill youth). These groups were defined by illness status (i.e., ill vs. nonill) and ethnicity/ race rather than by type of disease (i.e., T1DM, SCD, and nonill) and ethnicity/race because past research with the PSC-35 revealed no significant difference between youth diagnosed with T1DM or SCD for the factor structure (Stoppelbein et al., 2005) . The selected group classification also allowed for more parsimonious analyses and to address the methodological limitation of only AfricanAmerican youth in the SCD group by virtue of the demographic nature of this disease.
If measurement invariance was supported, this would suggest that comparison of scores across groups would be meaningful. Multisample CFA models using WLS estimation were used to assess different types of measurement invariance. First, dimensional invariance, which requires the same number of common factors in an instrument across groups (e.g., African-American chronically ill youth, African-American nonill youth, etc.), was examined. Note that this form of invariance refers to the number of factors in each group and not the specific configuration of items and factors. Assuming dimensional invariance, configural invariance was examined next and requires that each common factor is associated with the same set of items across groups. Note that configural invariance does not require any parameter estimates across groups, only that the items within a factor are identical. Assuming configural invariance, metric invariance was examined and requires that corresponding item factor loadings are equal across groups. Hence, it is tested by imposing equality constraints on corresponding factor loadings across each group simultaneously and provides evidence that corresponding common factors have the same meaning across groups. Even with metric invariance supported, forces unrelated to the common factors such as cultural norms may cause systematically biased responses (e.g., endorsing all higher-or lower valued items) in one group versus another group. This response style is additive, and if not equivalent across groups, contaminates estimates of group mean differences. In the CFA model, item intercepts reflect these additive influences on responses. Hence, assuming metric invariance, strong factorial invariance, which was examined next, requires that regressions of a measure's items onto their corresponding common factors yield a vector of intercepts that is invariant across groups. Strong factorial invariance, also known as scalar invariance, is tested by imposing equality constraints on factor loadings and intercepts across each group compared simultaneously. As implied here, each of the types of measurement invariance described builds on the previous one in a sequential manner. The overall fit of each model was evaluated at each step using four fit indices including w 2 , CFI, RMSEA, and SRMSR. Additionally, the relative fit of each nested model was evaluated by testing the difference in the w 2 values (Á w 2 ) from one (e.g., metric) to the next sequential type (e.g., strong) of measurement invariance. If the model does not fit the data at any point of testing measurement invariance, modification indices are evaluated and parameter(s) can be allowed to vary freely rather than being constrained to be equal across groups to test for partial factorial invariance (e.g., partial metric invariance and partial strong factorial invariance). Hence, only the subset of items meeting factorial invariance criteria is used to estimate associated group differences. After determining if the published factor structure was supported, a receiver operating characteristic (ROC) curve was plotted to examine possible cut-off scores for the PSC-17's total problem score and then for the individual factors. The PSC-17 factors were compared to corresponding subscales of the CBCL (Achenbach & Rescorla, 2001) as the gold standard because the CBCL is a well-validated, often-used assessment measure. The specific subscales to which the PSC-17's factors were compared included the affective problems, conduct problems, and the attention problems scales. Each CBCL scale was dichotomized at a T-score of 70 to ascertain clinical status because scores >69 on this measure represent scores in the clinical range of symptomatology, whereas scores <70 represent scores in the nonclinical range. The ROC-curve depicts the classification rate as a function of the ''false alarm rate of a test for different criteria'' (Nunnally, 1985) . This could also be expressed as a plot of the sensitivity versus 1-specificity of a diagnostic test. Sensitivity measures a screening tool's ability to correctly identify those with a disorder and specificity measures the tool's ability to correctly identify those without a disorder. The test for diagnostic accuracy is perfect when the area under the curve (AUC) ¼ 1.00. Youden's index (sensitivity þ specificity À1) was also determined to maximize selecting a cut-off score when sensitivity and specificity are equally important. A perfect screening tool would have a Youden's index of 1.00 (Bewick, Cheek, & Ball, 2004) . The tool's positive predictive value (PPV), which is the probability of having a disorder when the tool indicates a clinical status, and its negative predictive value (NPV), which is the probability of not having a disorder when the tool indicates a nonclinical status, were also evaluated.
Results
Demographic variables for the participants with T1DM, SCD, and their healthy peers are presented in Table I . Significant group differences were observed for income and race/ethnicity. A larger percentage of the healthy peers (43%) fell in the higher income range of >$50,000 than both illness groups, and a larger percentage of the SCD group (66%) fell in the lowest income range of <$20,000, w 2 (4, N ¼ 723) ¼ 111.35, p < .0001. The SCD group consisted of African-American youth only, whereas $50% of the other two groups were AfricanAmerican, w 2 (3, N ¼ 723) ¼ 172.97, p < .0001. The ethnic/racial composition of the SCD group is consistent with national demographic data for patients with this disease. Tests of group differences on the CBCL subscales revealed that both illness groups had higher scores on the affective problems scale, F(2, 720) ¼ 19.05, p < .0001, than the nonill group. The nonill group scored higher than the SCD and the T1DM groups on the PSC-17 total problem score and the Conduct Problems scale of the CBCL, Fs(2, 720) ¼ 10.36 and 6.12, p < .003, respectively.
Confirmatory Factor Analyses
Confirmatory factor analyses using WLS estimation methods were performed to evaluate the one-, two-and three-factor models proposed by Gardner et al. (1999) Table 2 . Test-retest reliability was found to be acceptable for the total problem score (r ¼ .78) and ranged from .65 to .73 across the three factors.
Measurement Invariance
After determining that the three-factor model was the best fit for the sample, a multigroup model testing approach was used to test for measurement invariance based on this model 1 .
Dimensional Invariance
The dimensional invariance hypothesis that the threefactor model is invariant across the groups was evaluated with the four groups-African-American ill youth, AfricanAmerican nonill youth, Caucasian ill youth, and Caucasian nonill youth. This model was found to fit the data well #1, 2, 4, 7, 8, 9, 11, 13, 14, and 15 (see Table II for items) contributed to the lack of fit. Hence, along with the factor loading for item #16 (from test of partial metric invariance), the intercepts for these items were free to vary sequentially. However, the partial strong factorial model was not a good fit to the data, w 
Receiver Operating Characteristic Curve
Given that partial and not full metric invariance was supported and strong factorial invariance was not supported, we cannot assume that the factor loadings and item intercepts across the groups evaluated in the present study are comparable. This could preclude pursuing ROC analyses with the PSC-17; however, ROC analyses were performed with the PSC-17 to determine optimal cut-off scores for the total problem score and the sum scores for the individual factors because these scores are commonly used clinically. Furthermore, Russell (2002) recommends using sum scores on each factor in lieu of weighted factor scores derived from factor analyses because the latter are likely sample specific and, therefore, not replicable.
For ROC analyses with the present sample, the PSC-17 total problem score and the sum scores on each factor (i.e., internalizing, externalizing, and attention problems) were compared to corresponding CBCL scales (total score, affective problems, conduct problems, and attention problems, respectively). Further analyses were performed with each race/ethnicity Â illness group to determine optimal cut-off scores for each group. The ROC curve for the PSC-17 total problem score using the sample is presented in Figure 1 . The AUC was 0.95 [standard error ¼ 0.01, p ¼ .0001, 95% CI ¼ (0.92 -0.97)]. The observed optimal cut-off score is 12, which yielded a sensitivity of 0.90, a specificity of 0.91, positive predictive power of 0.40, negative predictive power of 0.99, overall diagnostic utility of 0.89, and Youden's index of 0.81. Seventeen percent of the sample scored in the positive range for mental health symptoms when using the cut-off score of 12 (see Table III for cut-off scores). The optimal cut-off score of two for the internalizing scale is lower than Gardner et al.'s cut-off score of five, whereas the cut-off score of six for the externalizing scale is closer to Gardner et al.'s cut-off score of seven for this scale. The optimal cut-off score that was observed for the attention problems scale (5) is also similar to but lower than Gardner et al.'s cut-off score of 7.
Additional analyses comparing the PSC-17 to the CBCL were completed for each ethnicity/race Â illness subgroup and the results were generally comparable to those found for the total sample (Table III) . Across the four subgroups, the AUC for the PSC-17 total problem score was generally high and ranged from 0.91 to 0.97 (standard error ¼ 0.01 -0.05, p ¼ .0001). The optimal cut-off score was found to be 11 or 12 across the subgroups, yielding sensitivity estimates ranging from 0.71 to 1.00, specificity estimates ranging from 0.83 to 0.94, positive predictive power ranging from 0.23 to 0.62, negative predictive power ranging from 0.98 to 1.00, overall diagnostic utility ranging from 0.83 to 0.93, and Youden's index ranging from 0.65 to 0.84. As shown in Table III , these indices were found to be moderate to good across the four subgroups for the three individual factors (i.e., internalizing, externalizing, and attention problems). In summary, the cut-off scores for the three factors across the four subgroups paralleled those for the total sample, with the exception of the cut-off score for the internalizing factor with the ill Caucasian youth, which was twice the number of items indicated for the total sample.
Discussion
As predicted, tests of measurement invariance (i.e., dimensional and configural invariance) supported the three-factor solution proposed in the literature for the PSC-17 (Gardner et al., 1999; Kostanecka et al., 2008) with a sample of African-American and Caucasian youth diagnosed with a chronic illness (i.e., T1DM and SCD) and their nonill peers. Hence, the number of factors (n ¼ 3) and the items that cluster on each factor were found to be comparable and interpretable across the groups. Factor loadings for the three factors-internalizing, externalizing, and attention problems-were found to be partially comparable (i.e., partial metric factorial invariance) for AfricanAmerican and Caucasian ill and nonill youth. We found that the factor loading for item #16 was not equivalent across the groups. Overall, these findings imply that, although these items may cluster on their corresponding factor across groups by virtue of support for configural invariance, their weighted scores (i.e., loading) are not comparable. Russell (2002) recommends summing items that load highly on a factor rather than using factor weights because the latter tend to be sample specific and hence, not replicable. Tests of measurement invariance also revealed lack of support for invariant item intercepts across the groups in the present study (i.e., strong factorial invariance). This finding suggests that there may be variables such as cultural norms that may have caused one subgroup to systematically endorse higher or lower valued items on the PSC-17. From a clinical perspective, this finding implies that while the common factors may have the same meaning across the groups, factor and observed means are not readily interpretable across the groups evaluated. Since this is the first known study on the PSC-17's factor solution with African-American and Caucasian youth, further research is recommended before drawing definitive conclusions. We evaluated the PSC-17's diagnostic utility by comparing it to the CBCL, a well-validated measure (Achenbach & Rescorla, 2001) , and observed an optimal cut-off score of 11-12 for the total problem score. This observed score is lower than the cut-off score of 15 proposed by Gardner et al. (1999) . It is noted, however, that 17% of the youth in the present study scored > 12, which is similar to Gardner et al.'s rate of 15% when using a cut-off score of 15. We recognize that in spite of this argument, conclusions are still restricted by the fact that we used another parent-report form as the gold standard for determining the cut-off scores. Further investigations using other measures as the gold standard including diagnostic interviews are recommended before making conclusions about possible cut-off scores. This same recommendation applies to conclusions about cut-off scores for the three factors. Cut-off scores observed for the externalizing and attention problems factors were fairly consistent across ethnic/racial Â illness status groups in the present study and in previous research (e.g., Gardner et al., 1999) . However, less consistency was observed for the cut-off score for the internalizing factor across the subgroups evaluated in the present study. We recommend, therefore, that the cut-off scores discussed in the literature should be used as general guidelines for deciding about referring a patient for psychological/psychiatric evaluation, and not for making diagnoses.
Notably, youth in the present study with chronic illnesses scored lower on the conduct problems and higher on the affective problems scales of the CBCL compared to their peers without chronic illnesses. These findings support research indicating that youth living with a chronic illness are more likely to exhibit internalizing symptoms than externalizing symptoms and are more likely to exhibit these symptoms compared to healthy controls and to peers with acute illnesses (LeBlanc et al., 2003) . Chronic illnesses are often accompanied by physical sequelae such as fatigue and pain as well as psychosocial stressors that can interfere with a child's activity level and social interactions, which in turn, can lead to social withdrawal, lack of enjoyment in pleasurable activities, and depressive mood. The lack of energy and social withdrawal may preclude the manifestation of possible externalizing symptoms. Even though the frequency of conduct problems might be lower among youth with a chronic illness, this does not mean that children with chronic illnesses do not exhibit externalizing behavior problems.
Methodological Limitations
Methodological limitations of the present study include using a parent-report form as the gold standard for evaluating the diagnostic utility of another parent-report form. The CBCL is a valid and reliable measure of children's emotional and behavioral adjustment; however, using different types of outcome measures, such as diagnostic interviews, would further support the PSC-17's diagnostic utility. Other methodological limitations include demographic differences that were observed among the subgroups, specifically the higher income level among the youth without chronic illnesses and the fact that all the youth with SCD were African-American. While it is not possible to include more ethnic/racial diversity among youth with SCD by virtue of the racial/ethnic composition of patients diagnosed with this disease, possible factors linked to minority status such as socioeconomic status need to be considered as possible confounding variables.
The lack of ethnic/racial groups other than AfricanAmerican and Caucasian youth in the present study precluded generalizing the findings to other minority groups. By the same token, the large sample of African-American and Caucasian youth is one of this study's strengths because it allowed for the first comparison of the PSC-17's factor solution with these two ethnic/racial groups. Another methodological strength is the inclusion of youth with and without a chronic illness, which allowed the findings to be generalized to populations beyond the community samples examined to date (e.g., Gardner et al., 1999; Kostanecka et al., 2008) . Nevertheless, further replications with other illness groups (e.g., cystic fibrosis, etc.) are recommended to maximize generalizations to other pediatric illness groups.
Clinical Implications
The present findings offer some support for applying the three-factor solution proposed by Gardner et al. (1999) to African-American and Caucasian youth with and without a chronic illness. Clinical cut-off scores were evaluated for the PSC-17 and are discussed as guidelines for screening for mental health concerns; however, these scores should be used cautiously and only as hypotheses about possible symptoms, pending further research. In the meantime, the PSC-17 offers some merit for healthcare providers seeking a brief, psychometrically validated measure that can be used to screen for emotional/behavioral issues in a pediatric setting. The brevity and simplicity of the measure allows healthcare providers to administer it quickly, easily, and with minimal training, albeit at the expense of obtaining more extensive, detailed information. Hence, psychosocial screeners, including the PSC-17, are by no means substitutes for formal diagnostic assessment batteries. Instead, they are regarded as screening measures that can lead to further inquiry and assessment; thus, their clinical utility needs to be evaluated within the purpose of such tools.
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